▪ The more recent enrollees into the IHH program are healthier compared to the first members of the IHH program whose illnesses were more severe.
Areas for improvement
• Program Awareness. Awareness of the IHH program and IHH team continued to be good in 2015, ranging from 76% who were aware of having a peer support counselor to 88% who knew they were enrolled in the program, but could be higher (Figure 3 ).
• Care prior to going to an ED or a hospital. A relatively small proportion of members contacted the IHH prior to going to the ED or the hospital for care. This is particularly important since over one-third of the members indicated that their ED care could have been provided outside of an emergency department. The proportion receiving post-ED and posthospital follow-up care did improve however.
• After-hours Access. While the majority reported knowing how to access their IHH after regular business hours (69%), of those who tried to get help after hours, only 59% reported usually or always getting help. These results were almost equivalent to 2014 reports.
• Proportion receiving prevention assistance: Less than half of IHH members who reported need for 3 key prevention activities (exercise/physical activity, weight loss counseling, and smoking cessation) received assistance from the IHH when trying to address those needs. This is important because those who received assistance from the IHH were more likely to get the help they needed.
Parents of Children in the IHH

General Points
• The majority of IHH children (60%) were reported to be in very good or excellent physical health but only 23% had very good or excellent mental health.
• The health and support services reported to be most needed by IHH children included family or child counseling (77%), routine health care (76%), dental care (67%), emotional support (62%), preventive care (47%), and social skills training (47%), urgent care (39%), school support (38%), assistance managing chronic conditions (37%), and specialist care (34%) .
The following are some of the programmatic successes, areas of improvement in member experiences from the 2014 assessment, and potential areas for improvement.
Successes
• IHH and care coordinator awareness. Over 90% reported awareness that their child was in the IHH program and that their child's IHH had a care coordinator. This was comparable to 2014 reports.
• After-hours access. The majority reported knowing how to access their child's IHH after regular business hours (72%), and of those who tried to get help after hours, 74% reported usually or always getting help.
• Satisfied with information about goals. For those who worked with their child's IHH to set goals, the vast majority (96%) were satisfied with the information provided to them by the IHH.
• Improved crisis management. 82% reported that they (their child and family) were better able to deal with a crisis since working with their child's IHH team.
• Received needed services. For many needed services (particularly the health-related services), when the parents/guardians were assisted by their child's IHH, they got the service.
Improvements from 2014
• IHH helped parents/guardians to obtain nutritional counseling for their children. Specifically, when IHH parents/guardians needed nutritional counseling for their children and were assisted by their IHH, they were more likely to get it (100%) than if they were not helped by their IHH (57%) ( Table 17 ).
• Transitional Care (Emergency Room Visits & Hospital Stays). Emergency room visits and hospital stays for children in the IHH were relatively infrequent in the 2015 reports (28% had at least one emergency room visit and 10% had at least one hospital stay). Still, there were notable and significant improvements from 2014 to 2015 regarding those parents/guardians who received post-emergency room visit follow-up (28% in 2014 to 44% in 2015) and posthospital stay follow-up (57% in 2014 to 90% in 2015) from the IHH about their children's visits ( Figure 11 ).
Areas for Improvement
• Program Awareness. Awareness of the IHH program and IHH team was good but could be higher with regard to family peer support specialist (78%) and nurse care manager (81%) awareness.
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Background
Under Section 2703 of the Patient Protection and Affordable Care Act (ACA) of 2010, states were given the option to submit a State Plan Amendment (SPA) for the establishment of 'health homes' targeting Medicaid enrollees with chronic health conditions. The Iowa Integrated Health Home (IHH) initiative was launched on July 1, 2013 as a partnership between the Iowa Department of Human Services (DHS) and Magellan Behavioral Care of Iowa (Magellan), a private health management company that managed the Iowa Plan for Behavioral Health (Iowa Plan) since 1995. 1 The purpose of an IHH is to provide whole-person, patient-centered, coordinated care for adults with a serious mental illness (SMI) and children with a serious emotional disturbance (SED). The IHH represents an adaptation of the evidence-based practices of the health home model to incorporate a focus on behavioral care for individuals with serious psychological conditions. The aim of the IHH initiative was to create a singular point-of-access for individuals with a mental health diagnosis to obtain coordinated, comprehensive healthcare services across a spectrum of needs and conditions.
As part of the IHH program, care was provided by community-based health homes across the state and DHS contracted with Magellan to oversee IHH services and providers. To be credentialed as an IHH, providers had to meet criteria related to behavioral health accreditation and demonstrate the ability to establish the team of healthcare professionals needed to provide comprehensive care coordination.
Beginning July 1, 2013, five Iowa counties (Linn, Polk, Warren, Woodbury, and Dubuque) began offering services as part of Phase I, with the remaining sites phased in as part of Phase II (April 2014) or Phase III (July 2014) over the succeeding 18 months. Individuals with an SMI or SED already receiving community-based care coordination through the Medicaid service known as Targeted Case Management (TCM) were given a transition period of six months after assignation to an IHH for the complete transfer of care over to the IHH. As of August 2015, more than 24,000 individuals had been enrolled in the program. 
Scope and services
The goal of an IHH is to provide whole-person, patient-centered, coordinated care for individuals with SMI or SED to improve overall health outcomes. Under the stipulations of the program, an IHH is responsible for the following:
Comprehensive Care Management
• Prevention and management of physical and behavioral health problems
Care Coordination
• Establishment of a team of healthcare professionals who support an integrated system of care for the patient
• Involvement of the individual and family in the creation of a goal-oriented and personcentered care coordination plan (CCP)
• Collaboration as needed with community-based or other supportive services
Health Promotion
• Empowerment of individuals and families to make healthier decisions and engage in selfmanagement and monitoring of health status
Comprehensive Transitional Care
• Establishment of a comprehensive discharge plan after emergency department admission or hospital stays, including but not limited to the development of a safety/crisis plan, review of medications, identification of linkages between long-term care and home and communitybased services, and ongoing follow-up
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Individual and Family Support Services
• Facilitated access to a network of peer and family peer support specialists
Referral to Community and Social Support Services
• Involvement of and coordination with community agencies and other partners to provide services and supports to individuals and their families
Provider eligibility
To be credentialed as an IHH, providers must be accredited under the Iowa Administrative Code as one of the following:
• A community mental health center
• A mental health service provider
• A residential, licensed group care setting
• A psychiatric medical institution for children (PMIC) facility Eligible providers can also be those that meet national accreditation standards that apply to mental health rehabilitative services as determined by the Council on Accreditation (COA), the Joint Commission, or the Commission on Accreditation of Rehabilitation Facilities (CARF).
3
Providers must also demonstrate the provision of community-based mental health services to the target population and meet other requirements as laid out by the state plan amendment. The IHH is a team-based model for healthcare delivery and the core IHH teams include:
• Nurse care managers
• Care coordinators 
Member eligibility
Magellan identified adults and children as eligible for IHH services based on a review of behavioral and physical medical claims. Members who were fully Medicaid-eligible and who met diagnostic criteria were IHH-eligible. Magellan then provided the eligible member information to the IHH providers who would then meet with those individuals to determine whether the IHH program was appropriate for them and confirm their enrollment into the IHH. Through this process, potentially eligible Medicaid members were "passively" enrolled into the IHH program. In addition, eligible members could also be identified by IHH providers, community providers, or be self-referred.
Eligibility Criteria for Adults
An adult (18 or older) was eligible for IHH services if he or she was fully enrolled in Medicaid and had a diagnosis meeting the criteria for a serious mental illness (SMI). SMI refers collectively to a subset of diagnosable mental disorders and may include major depressive disorder, schizophrenia and related schizoaffective disorders, bipolar disorder, obsessive-compulsive disorder (OCD), and psychotic disorders. 4 SMI is characterized by extended impairment in functioning and reliance on psychiatric treatment, rehabilitation, and supports exceeding that required by less severe mental disorders.
Eligibility Criteria for Children
Youth up to age 18 in Iowa were eligible for IHH services if they were enrolled in Medicaid and met criteria for a serious emotional disturbance (SED). A SED is defined as a diagnosable mental, behavioral, or emotional disorder of sufficient duration to meet criteria as specified by the most current edition of the Diagnostic and Statistical Manual of mental disorders (DSM) that has resulted in "functional impairment which substantially interferes with or limits the child's role or functioning in family, school, or community activities."
5 A diagnosis of SED may co-occur with substance abuse disorders, learning disorders, or intellectual disorders that may also be a focus of clinical attention. 4 
IHH member experiences
As one part of an overall evaluation of the IHH program in Iowa, surveys were sent to IHH members during the period from October through December of 2015. This report provides a summary of the IHH member experiences with the IHH in 2015 and includes some comparisons to experiences reported by IHH after the first year of the IHH program which was completed on June 30, 2014.
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Return to TOC Methods Structured telephone interviews were conducted with adults and the parent/legal guardians of children who were enrolled in the IHH for at least six months. The interview was administered by trained personnel using a computer assisted telephone interviewing system (CATI) during the period from October 2-December 21, 2015. In this report, we also include data from a survey administered to IHH members in the late fall of 2014. The methods for that study were similar to those described here. 6 A random sample of 1200 adults and 1200 children identified as IHH members were selected from all possible eligible IHH members. IHH members eligible for the survey had to meet the following criteria:
• Enrolled in the IHH program for at least six months prior to being selected for the sample (September 2015)
• Had a valid phone number
• Were community-dwelling (did not reside in an institutional setting)
• Were 18 years old or older (adult sample)
• Were less than 18 years old (child sample)
Only one person was selected per household to reduce the relatedness of the responses and respondent burden. For the child sample, in households with more than one child enrolled in the IHH, one child was selected at random as the "target child." The parent/guardian was asked to complete the interview about their experiences obtaining care for this child only.
Prior to initiating the phone calls, introductory letters were sent out to all individuals with a valid address in the sample to explain the study purpose and inform them that they would be receiving a phone call in the coming months. There was a section of the letter that the potential respondent could tear off and mail back in a postage paid envelope to update his/her phone number or indicate a preference for call time. Individuals who returned the note indicating that they did not want to be called were removed from the call list.
Phone interviews began on October 2, 2015. There were a maximum of eight attempted calls per phone number and calls were made between 9 a.m. -8 p.m. Monday through Thursday, 9 a.m.-5 p.m. on Friday, and 10 a.m. to 2 p.m. on Saturdays. Messages were left on the first and eighth attempt providing toll-free number for the call center.
Survey Instrument
The 
Participation
In 2015, phone interviews were completed by 272 adults and 321 parents/guardians of children enrolled in the IHH for unadjusted participation rates of 23% and 27% respectively. After adjusting for enrollees who were not eligible for the study (e.g., invalid phone number, no contact with IHH provider in the last 6 months, did not receive any services in the last 6 months), the participation rates were 37% and 39% respectively (Table 1) . Our rate of participation was good considering the difficulties of reaching this particular population.
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Return to TOC Adult IHH members who completed an interview in 2015 were slightly older than those who did not (Figure 1 ). The mean age of adult participants was 46 and non-participants was 43 and this was a statistically significant difference (p=.004). In addition, participants were more likely (p=.04) to be female (63%) than non-participants (56%). Participants and non-participants were statistically comparable with regard to income; the average percent poverty level of the participant group was 79.3% and the non-participants was 69.5%. For IHH children in 2015, there was no difference in the child's gender, age, or household income between the parents/guardians who completed the interview and those who did not.
Analyses
Data was tabulated and bivariate analyses (i.e. chi-square or t-tests for group differences) were conducted using SPSS. Any statistically significant differences (p<0.05) are noted in the text, tables, or figures. Figure 2 and Figure 3 show results of IHH member self-ratings of mental and physical health, using a standard poor to excellent response scale. Self-reported poor/fair mental and physical health were comparable between 2014 and 2015 but there was a slight increase in mental health reported to be excellent/very good (18% in 2014; 29% in 2015). Around 40% of participants in 2015 rated their mental health as fair or poor while over half (54%) rated their physical health as fair or poor.
Results -Adults in the IHH Demographics
Mental and Physical Health
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Access to Care
Improving access to care and providing culturally sensitive care are aspects of properly functioning health homes. The following questions were used to evaluate whether IHH members were receiving enhanced access to care:
• Do you know how to get help from your IHH at night or on the weekend if you need help right away for a physical or mental health problem?
• Did you ever try to get help from your IHH at night or on the weekend when you needed help right away? If so, how often did you get help as soon as you wanted?
In 2015, over two-thirds (69%) of IHH members reported that they knew how to get help from their IHH after regular business hours. However, only 13% (n=35) actually tried to get help after hours. Of those 35 people who tried to receive care after hours, 21 reported that they usually or always got help after hours as soon as they wanted. These rates closely resemble 2014 findings, with no notable changes.
Two questions were used to assess culturally sensitive care:
• Does your gender, language, race, religion, ethnic background, sexual orientation, or culture make any difference in the kind of help you need from your IHH team?
• If so, was the help you received from your IHH responsive to those needs?
• In 2015, very few adults (n=15) reported a need for culturally sensitive help from their IHH team. Of these, almost three-quarters (n=11) reported that their IHH was responsive to their needs.
Care Coordination
Coordinating the medical and behavioral healthcare of its members is an integral component of the IHH program. In addition to health service coordination, IHHs promote the comprehensive wellbeing of members by facilitating connections to community support services.
The following questions were asked in both 2014 and 2015 to assess care coordination and the need for health care, preventive care and health promotion, mental health/substance abuse, chronic disease management and long-term care supports, as well as social support services:
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• In the last six months, did you need: • For those who needed a particular service, ▪ Did the IHH team assist the member in getting the service?
• If so, how helpful was the IHH team?
▪ Were you able to get the service you needed?
Health Care Services Compared to 2014 results, health care service need was comparable with 2015 with the exception of the need for prescription medications which was significantly lower in 2015. The percentages of people receiving needed care was either comparable or slightly higher in 2015 when compared to 2014. In particular, receipt of dental services improved from 77% in 2014 to 86% in 2015 with more participants (22% of those with a need) in 2015 reporting that the IHH assisted them in getting dental services when compared to 2014 (17% of those with a need). Table 4 provides a look at how the IHH impacted receipt of needed health care services. Among all adults who needed health care services, those who received assistance from their IHH when trying to obtain needed health services reported the IHH to be very helpful (ranging from 75% for dental care to 94% for specialist care). Overall, adults who needed health care were able to receive the services they needed and there were no significant differences in receipt of health care services between those who reported they were assisted by the IHH and those who were not assisted by their IHH. Preventive Services Table 5 depicts the need for particular preventive services reported by IHH members and if their IHH assisted them in receiving those services. In 2015, less than half of IHH adults reported a need for preventive care (46%) and the vast majority (96%) received that care. Significantly more adults in 2014 reported the need for preventive care. Need for nutrition counseling, exercise/physical activity assistance, weight loss counseling, or smoking cessation services were comparable between 2014 and 2015. In general, more IHH adults in 2015 reported receiving these particular preventive services compared to 2014. The most notable change from 2014 to 2015 was the increase in receipt of two services: exercise/ physical activity assistance and weight loss counseling, which increased from 58% and 52% in 2014 to 70% and 70% in 2015, respectively. Table 6 provides a look at how the IHH impacted receipt of needed preventive care services. For IHH adults who needed nutrition counseling, assistance with physical activity, weight loss counseling and help with smoking cessation, those who received help from their IHH were more likely to report having received the service than those who were not assisted by their IHH. These results are comparable to what was reported in 2014. Mental Health/ Substance Abuse Services Table 7 and Table 8 display the need for particular mental health and substance abuse services and how the IHH assisted members in receiving those services. In 2015, significantly fewer IHH members reported needing mental health and substance abuse services compared to 2014. Mental health counseling was needed at the highest rate (70% in 2015) of all mental health services. While reported need for mental health counseling decreased from 2014, rates of receiving counseling (93%) and IHH assistance (55%) were similar across the years.
Reported need for crisis assistance (24%), drug treatment or prevention (12%), or help managing their alcohol use (3%) in 2015 was comparable to 2014 reports. Receipt of crisis assistance services were similar in 2014 (80%) and 2015 (81%), while the percentage receiving assistance from their IHH increased from 44% in 2014 to 53% in 2015. With regard to needed mental health services, those IHH adults who were assisted by their IHH were more likely to receive mental health counseling (97%) and crisis assistance (94%) compared to those who were not assisted by their IHH (87% and 67%, respectively). Table 9 and Table 10 display the need for, receipt of, and IHH assistance with chronic disease management, medical supplies, and home health care services. In 2015, 37% of IHH adults reported a need for help managing a chronic condition, 28% reported a need for medical equipment or supplies, and 26% a need for home health care services. These results were comparable to 2014 reports. The vast majority of adults received these services.
Chronic Disease Management and Long Term Services and Supports (LTSS)
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Return to TOC Table 11 and Table 12 depict the need, receipt, and IHH assistance for particular social support services. Overall reported need for social support services in 2015 was comparable to 2014. Around one-third of respondents in 2015 reported a need for food or clothing (39%) and housing (30%) assistance while almost half (46%) reported a need for transportation assistance. Need for legal assistance and childcare assistance was less frequently reported.
Social Support Services
Reported receipt of social support services increased in 2015 when compared to 2014 (food or clothing -86%, transportation -86%, housing -78%, legal -84%, and childcare -100%). Generally, reports of IHH assistance with social support services in 2015 seemed to increase or remain the same compared to 2014. For IHH adults with need who reported getting help from their IHH, more reported receiving food or clothing (100%) and transportation assistance (92%) compared to those who did not work with their IHH to obtain that help (75% food/clothing, 77% transportation). These results are similar to 2014 findings. 
Chronic Condition Management
Another facet of the IHH program is to help members manage their chronic conditions, both mental and physical. IHH teams help members establish goals and help them to manage their own health care so that they can live as independently as possible. In this survey, several items were used to evaluate this component of the IHH. The following questions were asked about medication management, goal setting, and ability to live independently:
• Did you take any prescription medicines as part of your treatment for your physical or mental health condition? If so, did someone from your IHH help you manage your prescription medicines?
• Did anyone from the IHH help you to set up goals to improve your mental health? If so, were you given as much information from your IHH as you wanted to meet your goals to improve your mental health?
• Did anyone from the IHH talk with you about specific goals to improve your physical health? If so, were you given as much information from your IHH as you wanted to meet your goals to improve your physical health?
• Did anyone from your IHH help support your efforts to become more independent?
The vast majority of respondents in 2015 (95%) reported that they took prescription medications to treat either a physical or mental health condition, which was similar to prescription medication need reported in 2014 (98%).
As shown in Figure 5 , 45% of respondents in 2015 reported working with their IHH to manage medications, which is significantly lower than reported in 2014. However, the percentages of IHH adults who reported working with their IHH to set up goals to improve health and receive support to become more independent were comparable in 2014 and 2015. In 2015, for those who did work with their IHH to set up goals to improve their health, the vast majority reported that the IHH provided them with as much information as they wanted to be able to meet their goals to improve their mental (92%) and physical (92%) health. 
Comprehensive Transitional Care
IHHs are responsible for establishing comprehensive discharge plans after emergency room (ER) visits or hospital stays with the goal of helping members to better manage crises and reduce emergency department use and hospital readmissions. The survey included the following items to assess these facets of the IHH program:
• Since you started working with your IHH team, are you better able to deal with a crisis? [A crisis was explained as meaning a difficult situation needing attention right away]
• In the last six months, how many times did you go to an emergency room to get health care for yourself?
▪ Before going to the emergency room, did you try to contact someone from your IHH to let them know?
▪ Do you think the care you received at your most recent visit to the emergency room could have been provided in a doctor's or therapist's office if you could have been seen there at that time?
▪ After your emergency room visit, did someone from your IHH get in touch with you within the next week, either by phone or face-to-face visit, to follow-up with you about your visit?
Page 21
▪ After you left the hospital, did someone from your IHH get in touch with you within the next week (either by phone or face-to-face visit) to talk with you about how to care for yourself after leaving the hospital?
In 2015, 83% percent of IHH members reported that they were better able to deal with a crisis since they began working with their IHH team, which is significantly higher than the 76% reported in 2014. About half (48%; n=129) of IHH adults in 2015 reported having gone to the ER at least once in the past six months, while one-quarter (27%; n=72) reported any hospital stays in the same period. The percentage of IHH adults reporting ER visits and hospital stays are similar to 2014 findings (48% and 26% respectively). In 2015, 33% of members who had a recent hospital stay reported having tried to contact their IHH before going to the hospital which is comparable to 2014 (22%). Follow up after hospital visits followed a similar trend as follow up after an ED visit, with 53% of members in 2015 reporting follow-up which is statistically higher compared to what was reported in 2014 (36%). 
Other respondents expressed concern for upcoming changes to the management of the IHH program, for example "I am very upset about the privatization of Medicare [Medicaid] right now. It is a huge mess and it was working fine before. How am I supposed to choose a plan when I don't even know what the plans cover? I don't know where I could go as a patient. They should have been working on this a long time ago or just leave it as is."
Some respondents requested services they are not currently receiving, like help with paper work and bills, language translation, appointment reminders, walk-in appointment options, and a website.
Results -Experiences reported by Parents/ Guardians of Children in the IHH Demographics
Children ages 4-18 were included in the study with parents/guardians (referred to as parent from this point forward) serving as a proxy for reporting their child's experience in the IHH program. Table 13 summarizes the demographic characteristics of children and their parent representative from 2014 and 2015.
Similar to 2014, a majority of children in the IHH study were male (65%) and white (88%) in 2015.
Compared to children from the 2014 survey, the 2015 cohort was older and the difference was statistically significant with 11% of children in 2015 between the ages of 4-7 and 20% in 2014 in that age range.
Compared to respondents from the 2014 survey, the 2015 cohort was significantly younger (18-34 group: 2014 -34%, 2015 -23%). Similar to 2014, female respondents continued to be the vast majority (93%) of parent respondents in 2015. Parental education remained relatively consistent from 2014 to 2015 with around 20% reporting having a post-high school education. Figure 7 and Figure 8 show results of IHH parent ratings of their children's mental and physical health, using a standard excellent to poor response scale. Overall, parental ratings of their children's health remained very similar from 2014 to 2015. In 2015, 35% of parents rated their child's mental health as fair or poor, which is consistent with 2014 reports (33%).
Mental and Physical Health
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Familiarity with IHH Program
The survey included several questions to evaluate whether or not parents were aware of their child's involvement in the IHH. Figure 9 shows the percentage of respondents with awareness of the IHH program and its components, which included:
• Enrollment in the IHH program IHH and its components with 94% of parents aware of the IHH care coordinator and around 80% aware of the IHH family peer support specialist. There were no significant differences between 2014 and 2015. 
Access to Care
Enhanced access to and providing culturally sensitive care are aspects of health homes. Three questions were used to evaluate enhanced access to care:
• Do you know how to get help for your child from your IHH at night or on the weekend if your child needs help right away for a physical or behavioral/emotional health problem?
• Did you ever try to get help for your child from your IHH at night or on the weekend when your child needed help right away?
▪ If so, how often did you get your child help as soon as you wanted?
In 2015, a majority of parents (72%) reported that they knew how to get their child help from their IHH after regular business hours. However, only 12% (n=39) actually tried to get help for their child after hours. Yet, of those 39, 74% reported that they usually or always got help for their child after hours as soon as they wanted.
• Does your child's gender, language, race, religion, ethnic background, sexual orientation, or culture make any difference in the kind of help your child needs from the IHH team?
▪ If so, was the help your child received from his/her IHH responsive to those needs?
Only six respondents (2%) in 2015 reported a need for culturally sensitive help for their child from their IHH team. Of those, five parents (83%) reported that the IHH was responsive to their child's needs, which is an increase from 2014, in which 71% of parents reported receiving culturally responsive help.
Care Coordination
An integral component of the IHH program is coordinating all aspects of medical and behavioral healthcare of its members to promote and maintain their best possible health. In addition, IHHs help their members to utilize community support services. In this survey, the following questions were used to assess care coordination and the need for health care, preventive, mental health/substance abuse, chronic disease management and long-term care supports, as well as social support services for the children of the IHH program:
• In the last six months, did your child need: • For those children who needed a particular service,
• Did the IHH team assist the parent/guardian in getting their child the needed service?
▪ If so, how helpful was the IHH team?
• Were you able to get the service your child needed?
Health Care Services Table 14 and Table 15 display the need for particular health care services reported by the parents of IHH children and how their IHH assisted them in getting those services for their children. The majority of IHH children needed routine care (76%) and dental (67%) services. Need for the five types of health care service was comparable between 2014 and 2015. Almost all of these IHH children received the services they needed and most, with the exception of prescription medication help, were not assisted by the IHH to get them. As evidenced in Table 15 , for those in need of specific health care services, there were no significant differences in receipt of those services between those who were assisted by their IHH team and those who were not. Page 27
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Return to TOC Mental Health/ Substance Abuse Services Table 18 and Table 19 summarize the need for mental health and substance abuse counseling reported by the parents of IHH children and how their IHH assisted them in getting those services for their children. Many parents reported the need for family or child counseling (77%), emotional support (62%), and social skills training (47%) with relatively few parents reporting that their children needed crisis assistance (22%), or help with drugs (3%) or alcohol (3%). There was a significant increase in the need for social skills training from 2014 to 2015 with 35% reporting a need in 2014 and 47% in 2015. Interestingly, while the need for social skills training increased from 2014 to 2015, parent reports of their child receiving social skills training decreased from 89% to 65%.
Generally, the percentage of parents utilizing IHH assistance to obtain these mental health services increased in 2015, however, the percentage of children receiving the services was comparable between those who received IHH assistance and those who did not (Table 19 ). Table 20 and Table 21 summarize the need for services related to the management of chronic conditions reported by the parents of IHH children and how their IHH assisted them in getting those services for their children. Generally, in 2015, need for these services for IHH children was relatively low (the highest need at 19% for management of a chronic condition) and was consistent with what was reported in 2014. Also consistent with 2014 reports, the vast majority of parents in 2015 reported their child received the needed services and there were no statistical differences in receipt of services depending on whether or not the parent was assisted by their IHH or not (Table 21) . 
Chronic Disease Management and Long Term Services and Supports (LTSS)
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Return to TOC Table 22 and Table 23 summarize the need for social support services reported by the parents of IHH children and how their IHH team assisted them in getting those services. The need for each listed social support service, with the exception of one, was consistent from 2014 to 2015. The need for childcare assistance significantly increased from 13% in 2014 to 24% in 2015. Similar to 2014, school services and food or clothing assistance were the services most in need (38% and 26% respectively) by these IHH families. In 2015, the majority of parents reported their children received the needed social support services and there were no significant differences in percentage receiving services between those who were assisted by their IHH and those who were not (Table 23) . Return to TOC
Social Support Services
Chronic Condition Management
Another facet of the IHH program is to help members manage their chronic conditions, both mental and physical. IHH teams help families establish goals and help them to manage their child's health care. In this survey, several items are used to evaluate this component of the IHH. The following questions were asked about medication management and goal setting:
• Did your child take any prescription medicines as part of his/her treatment for a physical or behavioral/emotional health condition? If so, did someone from your child's IHH help you manage your child's prescription medicines?
• Did anyone from the IHH help you and your child to set up goals to improve your child's mental or behavioral health? If so, were you given as much information from your IHH as you wanted to meet these goals?
• Did anyone from the IHH help you and your child set up goals to improve your child's physical health? If so, were you given as much information from your IHH as you wanted to meet these goals?
Similar to 2014, most IHH parents (81%) reported that their child took prescription medications to treat a chronic condition. As shown in Figure 10 , about a third (34%) reported working with their IHH to manage their child's medications which was significantly lower than reported in 2014 (44%). Almost two-thirds (62%) worked with their child's IHH to set up goals to improve their child's mental or behavioral health which was equivalent to 2014. And, 21% worked with the IHH to set up goals to improve their child's physical health which was significantly lower than reported in 2014 (28%). However, most parents (90% in 2014 and 91% in 2015) reported their children to be in at least good physical health. For those who did work with their child's IHH in 2015 to set up goals to improve their health, the vast majority reported that their child's IHH provided them with as much information as they wanted to be able to meet these goals to improve their mental (95%) and physical (96%) health. 
Experiences with School
For IHH children enrolled in school (n=294 in 2015), parents were asked the following:
• In the past 6 months, about how many days did your child miss school because of illness, injury, or a behavioral/emotional problem?
• Since your child started working with the IHH team, is your child's school situation better, the same, or worse?
Thirty-eight percent of IHH children in 2015 and 32% in 2014 missed zero days of school. And, 24% of IHH children in 2015 and 28% in 2014 missed 4 or more days of school. Overall, 47% of parents in 2015 reported that their child's school situation has improved since their child started working with an IHH, 47% reported no difference, and 6% reported worsening experiences with school, which are comparable to reports from 2014 ( Figure 11 ). 
Comprehensive Transitional Care
IHHs are responsible for establishing comprehensive discharge plans after emergency room (ER) visits or hospital stays with the goal of helping members to better manage crises and reduce emergency department use and hospital readmissions. The survey included the following items to assess these components of the IHH program:
• Since your child started working with your IHH team, is your child and family better able to deal with a crisis [A crisis was explained as meaning a difficult situation needing attention right away]?
• In the last six months, how many times did your child go to an emergency room to get health care? ▪ Before taking your child to the emergency room, did you try to contact someone from your IHH to let them know?
▪ Do you think the care your child received at his/her most recent visit to the emergency room could have been provided in a doctor's or therapist's office if s/he could have been seen there at that time?
▪ After your child's emergency room visit, did someone from the IHH get in touch with you within the next week, either by phone or face-to-face visit, to follow-up with you about your child's visit?
• In the last six months, how many nights did your child spend in the hospital for any reason?
▪ Were any of these hospital stays for a behavioral or emotional problem?
▪ Before taking your child to the hospital, did you try to contact someone from the IHH to let them know?
▪ After your child left the hospital, did someone from the IHH get in touch with you within the next week (either by phone or face-to-face visit) to talk with you about how to care for your child after leaving the hospital?
A majority of parents (82%) in 2015 reported that they (their child and family) were better able to deal with a crisis since they began working with their IHH team. This is essentially equivalent to 2014 reports (81%).
Eighty-nine IHH parents (28%) reported having taken their child to the ER at least once in the past six months, which is comparable to 2014 (34%). Around half (44%) thought that the care their child received in the ER could have been provided in a doctor's or therapist's office which is comparable to 2014 (46%). In 2015, 18% of parents whose child had an ER visit tried to contact their IHH team before going to the ER for care, which is statistically equivalent to the 12% reported in 2014. Regarding follow up, just under half (44%) of parents reported that their IHH tried to get in touch with them within a week of their child's ER visit which is a significant increase from 2014 (28%) (Figure 11 ).
Relatively few (10%; n=31) IHH parents reported that their child had any hospital stays in the six months prior to the survey interview, which is similar to 2014 reports. Of children who were hospitalized, 74% (n=23/31) were hospitalized due to a behavioral or emotional problem in 2015 compared to 83% (n=29/35) in 2014. The IHH was slightly more involved with IHH children's parents with regard to hospital stays. Nearly half (48%, n=15/31) of parents whose child had a hospital stay in the six months prior to the survey reported having tried to contact their IHH before going to the hospital which is statistically equivalent to 2014 reports (34%, n=12/35). In 2015, a vast majority (90%, n=28/31) reported that their IHH tried to contact them within one week of their child's hospital discharge to talk to them about how to care for their child after leaving the hospital, which is a highly significant increase from what was reported in 2014 (57%, n=20/35) ( Figure 12 ). In addition, parents frequently commented on successful incorporation of services. Respondents mentioned IHH assistance in connecting to resources and the community, navigating health and social services, and relationship skill building. Few parents (9%, n=30) reported poor service delivery or could not think of an example of ways IHH has improved their lives or the lives of their children.
Opportunities for IHH to improve
When asked what people would change to improve the help they receive from their IHH, 45% of parents reported they would not make any changes, did not know what changes they would make, or were satisfied with the services their child was receiving.
Amongst those who suggested changes to the program, themes included issues around service delivery, continuity, and unmet need. 
